Objective: Diagnosing pediatric neck masses is challenging, often requiring open biopsy. Epidemiology and diagnostic tests utility have been described, but accuracy of clinicians' judgment has not. We will describe/analyze preoperative diagnostic accuracy and identify the relative contributions from clinical, radiological, and pathological data.
Objective: Diagnosing pediatric neck masses is challenging, often requiring open biopsy. Epidemiology and diagnostic tests utility have been described, but accuracy of clinicians' judgment has not. We will describe/analyze preoperative diagnostic accuracy and identify the relative contributions from clinical, radiological, and pathological data.
Method: Retrospective review of pediatric patients' charts with an undiagnosed neck mass who underwent open biopsy from January 1986 to December 2011. 248 charts were reviewed, with approximately 30 more to review prior to presentation. Data collection identified preoperative accuracy and relative contributions of clinical clues, imaging studies, and FNA.
Results: Preoperative accuracy varied for each category of diagnoses. Congenital masses were diagnosed with 76% (n = 98) accuracy. Nodal inflammatory masses were correct in 55% (n = 85) of cases, whereas non-nodal inflammatory were correct in only 13% (n = 8). Benign tumors were diagnosed in 71% (n = 17), yet only 64% (n = 14) in malignant cases. For miscellaneous diagnoses, accuracy was 35% (n = 26). Chisquared test indicates accuracy of diagnosis is significantly different between categories. Thirty-eight percent of patients underwent preoperative CT scan, 11% had ultrasound, and 12% had an FNA of the suspicious mass. Sixteen percent of patients had no ancillary tests and all had correct diagnoses.
Conclusion: Clinical and radiographic clues often establish accurate diagnoses in pediatric neck masses. Most inaccuracies occurred in masses with nonspecific clinical clues as in inflammatory lymphadenopathy and malignancies. Delaying diagnosis of malignancies is unacceptable; therefore, a certain percentage of unnecessary open biopsies should be accepted despite the most judicious preoperative workup.
Pediatric Otolaryngology adenotonsillar Surgery and Guidelines in italy
Gaetano Motta, MD (presenter); Domenico Testa, MD; Lucrezia Spadera, MD; Pasquale Gianluca Landolfo, MD; Eva Aurora Massimilla, MD; Sergio Motta, MD Objective: 1) Ascertain the impact that guidelines on (adeno)tonsillectomy have had on the clinical behavior of ENT specialists in Italy. 2) Evaluate the indications-inclusion criteria-for adeno-tonsillar surgery in children, adopted by ENT specialists, particularly referring to comorbidities.
Method: A multicentric study including 14770 children undergoing (adeno)-tonsillectomy in 2002, 2004, 2006, and 2008 was conducted in 14 Italian otorhinolaryngological units. Data regarding indications and surgical procedures were gathered using a predesigned questionnaire and elaborated with analysis of variance, taking P value <.05 as the threshold for statistical significance.
Results: Over the 4-year study period, the incidence of the analyzed interventions did not significantly change (P value >.05), with adenotonsillectomy comprising the most commonly performed (64.1%). No significant variations in the indications for these operations were observed, except for adenotonsillectomy in children having 5 or more feverish episodes in the preceding year without nasal obstruction (decreased: P = .010). The coexistence of feverish episodes and nasal obstruction was the most frequent surgical indication (65.2%). We also found a high preoperative incidence of middle ear inflammations (43.3%), recovered or improved persistently in 88.5% of the cases after surgery.
Conclusion: Italian guidelines were not implemented by ENT units involved in the survey; in most cases the indications for adeno-tonsillectomy are based on the overall clinical presentation rather than on a single symptom. The need to review the Italian guidelines is evident.
Pediatric Otolaryngology attic Reconstruction in Pediatric
Canal Wall-up Mastoidectomy Sohit P. Kanotra, MD (presenter); Adrian L. James, DM, FRCS Objective: 1) To evaluate 3 methods: conchal cartilage, tragal cartilage, and bone pate, for primary attic reconstruction (scutumplasty) in pediatric canal wall-up mastoidectomies in terms of recurrence rates and formation of retraction pockets.
Method: All patients undergoing attic reconstruction following a canal wall up mastoidectomy were evaluated from a single surgeon prospective pediatric otological database maintained over a 10-year period. The reconstruction of the scutum defects was done using bone pate, conchal and tragal cartilage. The outcome measures were postoperative retraction pocket formation and recurrence of cholesteatoma.
Results: A total of 120 patients underwent primary attic reconstruction following canal wall-up mastoidectomy over a 10-year period. The overall recurrence rate was 9.83% (n = 12). Fifty-one patients underwent attic reconstruction with tragal cartilage, while 33 were reconstructed using conchal cartilage and 36 with bone pate. The recurrence rate with various reconstruction methods was 5.8% (n = 2), 15.1% (n = 5), and 13.8% (n = 5) for tragal, conchal, and bone pate, respectively. Cholesteatoma recurrence rates with the use of tragal cartilage for reconstruction of the scutum were significantly lower as compared to that of conchal cartilage (P = .034, chi square = 3.308) and bone pate (P = .046, chi square = 2.834).
Conclusion:
The use of the tragal cartilage for scutum reconstruction is associated with the least recurrence rate for
